THE eye of this patient was penetrated bv a piece of china a week before I saw him. In the wound there was iris and a large piece of anterior capsule. A hypopyon was present, and there was no reflex from the vitreous. Dr. Batten was the only colleague who advised waiting before doing anything operative. Two skiagrams were taken, but both proved negative. While the man rested in bed and after his eye had been treated with hot bathing and by other careful methods the hypopyon disappeared. I was then able to divide the iris and piece of capsule, and the vitreous afterwards began to clear up. The lens had not become opaque, most probably on account of the polygonal epithelium remaining attached to the lens when the more superficial part of the capsule was ruptured, the aqueous fluid thus Dot being brought into contact with the lens fibres.
The vision of the injured eye was now -, that of the other being -Two Specimens of Foreign Body in the Eye. Shown by J. GRAY CLEGG, F.R.C.S.
(1) A piece of Iron emibedded at the Or-a Serrata for Eighteen Years before
Remioval of the Eye.
(2) A Semilunar Fragment of the entd of a Steel Punch. Altbough the foreign body measures 25 mm. it was completely buried in the scleral cavity, and only on the application of a magnet was its presence revealed.
DISCUSSION ON PENETRATING INJURIES OF THE EYE.
Mr. J. GRAY CLEGG.
DURING my term of office as Honorary Surgeon at the Royal Eye Hospital, Manchester, i.e., to the end of 1924, a period of twenty-five years, I have had 212,985 accident cases. Of these 1,448 have been admitted as in-patients under my care, including 859 cases of penetration or rupture of the globe.
In all cases it is most important to go carefully and fully into the history of the accident. One must determine definitely whether complete penetration has taken place and, secondly, whether the mechanical agent that has caused the damage has been withdrawn from, or remains in, the eye or adjacent tissues. The depth of penetration must if possible be ascertained.
Actual perforation can often be proved by the slit lamp to have taken place. If the ordinary methods of examination fail to convince, examination by the slit lamp will frequently show that actual perforation has taken place. If the wound of the cornea be small and aseptic no active surgical treatment is required.
When prolapse of the iris occurs there are three courses open: (1) Reposition through the wound; (2) reposition by the method of Chalmers Watson; (3) excision of the prolapsed portion the usual method followed.
If excision of the prolapse is determined on, in order to grasp the iris tissue without merely tearing it, I advocate, in suitable cases, the use of small fine-ribbed capsule forceps in place of the ordinary one-into-two-toothed-iris forceps, especially if the excision has to be undertaken when the iris has become friable from inflammatory changes.
If the corneal wound is large and tends to gape it may be sutured, using the special split-ring forceps of Webster Fox. For suture material the employment of either horse hair or thie finest silk-worm gut is advisable.
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